During the dozen years I have been responsible for an asthma clinic I have been struck by the number of asthmatics who are troubled with nasal symptoms usually referred to as catarrh. I do not mean the pollen asthmas with hay fever-they are excluded from this paper, and I do not mean the patients who say they have hay fever in winter or all the year round-meaning a running nose and sneezing.
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During the dozen years I have been responsible for an asthma clinic I have been struck by the number of asthmatics who are troubled with nasal symptoms usually referred to as catarrh. I do not mean the pollen asthmas with hay fever-they are excluded from this paper, and I do not mean the patients who say they have hay fever in winter or all the year round-meaning a running nose and sneezing.
The cases of catarrh I shall discuss are those with definite nasal upset as evidenced by a yellowish discharge from the nose either outwardly or else dripping backwards into the pharynx or else a history of chronic nasal obstruction. Some of these patients are, of course, suffering from an allergic rhinitis.
Of the last 221 consecutive cases of asthma that I have seen myself last year 27 % denied any nasal trouble. In order to save unloading large numbers of asthmatic patients on the already overworked Ear, Nose and Throat Department I have been in the habit of arranging for an X-ray examination of the sinuses, but I have been careful how I have used the results.
Of the 161 patients X-rayed in this way 70 (43*5 %) showed no signs of sinus opacity, 65 (40 %) showed some degree of haziness and 26 (16-5 %) had at least one completely opaque antrum.
Such figures are, perhaps, not uncommon in a place like Manchester. 50 patients who were sent from another clinic for an X-ray examination of the skull had their antra X-rayed. 33 (66%) had healthy antra: 17 (34°%) hazy antra and none was opaque.
A hazy antrum does not mean sinus infection, but it is not at all uncommon for an asthmatic patient to say he would be all right if he had not got a nose. This, of course, can apply to a patient with allergic rhinitis. He means that the asthmatic attack is almost invariably initiated by nasal symptoms.
If the history suggested that the nose was a main factor in initiating asthmatic spasm, the opinion of a rhinologist was obtained. He also saw all patients with an opaque antrum. The decision was taken to wash-out thirty antra belonging to 24 patients. 19 of these antra returned clear fluid and eleven in 8 patients contained purulent material. Only 8 out of 221 patients had true sinus infection-a surprising fact.
It is highly important that any focus of infection in the sinuses should be cleaned up. But apart from this the results of antrum wash-outs have been singularly disappointing so far as the asthma is concerned and in several patients polypi have been removed without bringing any material benefit to the spasm.
One particular group of asthmatics, however, does obtain beneficial results from antrum wash-outs. A few adults and quite a number of children give a history of one, two, three or four attacks of asthma a year lasting a fortnight and always associated with fever. These are of infective type and are best treated with antibiotics rather than antispasmodics. Such attacks are often initiated by an organism lying dormant in some part of the respiratory tract either in bronchiectatic cavities or sinuses. If it is practicable to clean up the infection or blitz the offending organism with the appropriate antibiotic it is possible to cure the patient.
As an example, I saw the other day a woman of 34 years. She said that for seven or eight years she had had one long attack of asthma a year during which she was feverish. On the last two occasions the attack has lasted four or five weeks during which she coughed up greenish-yellow sputum. X-ray examination of the chest has shown inflammatory changes in the lungs that have cleared in the intervening period. For the rest of the year she keeps reasonably well, though she has a slight cough and is a little short of breath if she hurries. X-ray examination showed a completely opaque left antrum and she is waiting for-the wash-out. If this proves to be infected and we can identify the organism and determine its sensitivity there is every hope that we can relieve her of her trouble.
I have only on one occasion seen any good come out of other nasal operations-deflected septa, turbinectomy, &c.-for asthmatic spasm. That was a 10-year-old child who was found to have a spur on the septum pressing against the lateral nasal wall in its posterior third. The removal of this spur cleared up her asthma. But for the rest I would say that nasal operations very rarely benefit asthmatic spasm. Often the reverse. Every year I see two or three patients who date the onset of their first bout of asthma from the removal of nasal polypi or the correcting of a deflected septum. There may be a history of allergy but this does not inevitably imply asthmatic spasm whether or not there had been an operation. Here are some examples:
A 70-year-old spinster said she was reasonably well until nine years ago when she began to have hay fever associated with nasal polypi. She had two operations on her nose and within a few days she developed asthmatic attacks which have steadily worsened. They became so severe that we had to treat her with cortisone.
A housewife, aged 57, had been troubled with a cough for many years. In October 1953 she had an antrum wash-out. Ten days later her chest became tight and she was feverish. She was treated with penicillin. Asthmatic spasm has been present almost every night since then.
A 62-year-old cow farmer had no trouble with his chest of any kind until some nasal polypi were removed in October 1950. He began to wheeze for the first time a week or two after the operation and he slowly and steadily worsened until sixteen months later he had the first of a long series of severe asthmatic attacks. His nose remained troublesome, but it was better than it was before the polypi were removed.
We know very little about the relation of nasal disease to asthma. Lots of patients have severe catarrh and never wheeze. Even more have hay fever and true allergic rhinitis without any involvement of the lungs. Possibly an inborn tendency to asthma is a factor that we must postulate to account for those patients that do progress from nasal symptoms to asthma.
One wonders if the proper advice to any patient who has a family or personal history of allergy might not be, "Keep the surgeons away from your nose at all costs".
The same is all too true of cases of pure allergic rhinitis. Frankland and Gorrill (1953) found 42-8%. My own figures were lower, 24-5% in a series of 271 cases of perennial and seasonal rhinitis, but cases of wheeziness without paroxysmal attacks of shortness of breath were not included. The incidence of asthma was higher in the "extrinsic" group than in the "intrinsic" group, 62 out of 199 cases (31 %). It was'more common still in the first decade. 36 children were under the age of 10 years, and 22 out of the 36 also had asthma. In the higher age groups the incidence of asthma was lower (Fig. 1) Particle size.-The response of the upper or lower tract may depend in part on the size of the allergenic particles and on their concentration. Davies (1952) has reviewed in a comprehensive way the question of dust sampling and particle size from the physicist's point of view. Particles larger than 100 microns are caught by the vibrisse and expelled. Particles of a diameter of 100-10 microns will be deposited mainly in the nasal fossa, pharynx and trachea. Into this category fall all pollens, larger spores and clumps of spores and medium dust particles to which bacteria may be attached. Particles of a diameter of 10-3 microns will be'deposited mainly in the bronchi and bronchioles. In this range are included smaller spores land smaller dust particles ( exhaled again because deposition has taken place. They are being removed by diiary action and ultimately swallowed or expelled by sneezing and coughing. Whilst they are travelling on the conveyor belt to the nasopharynx the freely water-soluble allergens are being dissolved and can react locally with the sensitized cells causing aedema. Consequently, from theoretical consideration rhinitis should be caused by nasal inhalation of pollen, larger spores, clumps of spores, and asthma by inhalation of small spores. This simple scheme swill n9t apply when mouth breathing takes place; pollen and larger spores may now pass in a larger proportion to the nasopharynx, trachea and perhaps even to the bronchi. Elimination occurs by ciliary action and partly by phagocytosis. O)nly particles in a smaller range than 3 microns reach the alveoli and only such fine particles, e.g. bacteria, tobacco smoke, tine coal dust are eliminated not only by phagocytosis but also by exhalation (in varying proportions). The part that the alveoli play in the allergic reaction is not clear (Table I) . It would not be safe to assume too simple a connexion between the site of impingement and site of action, especially as the allergens are extremely water soluble and rapidly absorbed.
Consequently systemic effects may arise by distribution of allergens via ly-mph and blood stream and by reflex action.
Concentration.-The concentration of pollen and spores in the air is another factor which may determine the symptoms. It is therefore helpful to study the concentration of airborne Hyde (1952) has shown that in every year there is the same great increase in the pollen counts towards the end of May culminating in a peak period between June 13 and 25, following which there is a rapid falling off a few days after mid-July to a low level by the beginning of August. The monthly distribution of pollen asthma was checked in 26 pure pollen cases examined at King's College Hospital and the Royal National Throat, Nose and Ear Hospital to see whether more hay-fever patients had asthma at the beginning of the season, at the peak or towards the end. Pollen asthma culminated in June coinciding with the peak of the pollen concentration (Fig. 3 ). This may be due to mouth breathing when April, culminating in August and decreasing thereafter (Hyde and Williams, 1946, 1953; Richards, 1954) . Hyde (1952) has also shown that the pollen concentration varies in different places, being higher in the grass-growing lowlands, lower in large towns. In fact, pollen asthma is more rare in built-up areas than in the country. Allergy to fungal spores varies also in different regions, occurring more frequently in the low-lying humid regions than in the drier bracing parts of the British Isles. The nose and bronchial tract need not respond in the same way to regional changes. Quite frequently patients state that in London their rhinitis becomes worse and their asthma improves.
Inspired by the observation of Frankland and Hay (1951) on the sensitizing influence of dry rot spores on the respiratory tract, Gregory and his co-workers (1953) measured the concentration of spores in a condemned house in London and found over 9 million spores per cubic metre, over 2 million spores per cubic metre in a greenhouse and similar figures in a mushroom house. Such places are danger zones for allergic patients and the higher the concentration the more likely it is that not only rhinitis but also asthma is elicited. Under average conditions in dwelling houses 500 spores per cubic metre were found, and in a house during a period of structural repair 6,000 per cubic metre (Maunsell, 1954) (Table   TABLE II Mushroom house Mushroom spores 2,090,000 (Gregory and co-workers, 1953) Infections either in the respiratory tract or in other organs contribute to allergic reactions and should be treated. It should be anticipated that removal of infected tonsils, as well as other operations in allergic patients may lead to a flare-up of the rhinitis and asthma, or may even induce the first attack of asthma and should be carried out under cover of antiallergic treatment. Of equal importance are emotional disturbances in the allergic patient and their management.
The symptomatic treatment by antihistamines brings relief to many patients but it appears doubtful whether it is wise completely to suppress sneezing and watery discharge since they are Nature's defences for eliminating particles. It is the aim of allergic treatment to carry out preventive measures and to decrease the sensitivity by hypersensitization. This is highly successful in hay fever, and, as Frankland (1954) has shown recently, more so in asthma than in rhinitis. It is satisfactory in perennial allergic rhinitis, when given over long periods. Cortisone may be helpful even in cases in which other symptomatic treatment may have failed.
SUMMARY
(1) In most forms of allergy of the respiratory tract both the nasal passages and the bronchi are sensitive although the patient's symptoms may be confined to either of them.
(2) The allergic reaction of the respiratory tract manifests itself by an cedema of the mucous membrane of the nose, trachea and bronchi. In addition, there occurs in the lower bronchi a contraction of the smooth muscle.
(3) The incidence of asthma in association with rhinitis was 24-5% in a series of 271 cases. It was higher in the extrinsic than in the intrinsic group. It was more common in the first decade.
(4) If a patient suffers from asthma and rhinitis the symptoms may not be due to the same antigen, and need not occur simultaneously. Asthma is a complex disorder of a constitutional character, more often than not hereditary, which has associated with it in varying degrees allergy, infection, emotional upsets and endocrine disturbances. As a general rule the nasal manifestations of asthma are the result of the allergic diathesis, the extrinsic group mentioned by Dr. Maunsell, but as Dr. Brockbank has shown there is also a small but important group of patients in whom asthma seems to depend upon the existence of infection in the nose and sinuses. The rhinologist's role in asthma is to assist the physician by assessing and, where possible, ameliorating any associated nasal disorder. It is my purpose to discuss the types of nasal lesions which may have an influence on asthma and to put forward some views as to their treatment:
(1) Nasal allergy.
(2) Nasal polypi. (Table I) . Table I shows that the incidence of asthma coincides very closely with the figure of 24 5 % quoted by Dr. Maunsell in her series. We may, therefore, expect at least 1 out of every 4 patients seeking relief from nasal allergy to give a history of asthma. UJndoubtedly the true ratio is even higher for some at present free will become asthmatic at a later date. Shire (1954) reports that asthma was present in 44 % of his cases of perennial nasal allergy. The figures of 60 % female to 40 % male patients appear to be constant both for asthma and the nasal aspect of their allergy.
The management of patients with nasal allergy presents many difficulties. Ideally, the order of investigation should be a complete clinical and if need be radiological examination of the nose, followed by skin sensitivity tests, pathological investigations such as blood counts and examination of nasal smears for eosinophilia. In certain cases nasal biopsy is required. Where there is clear-cut evidence of sensitivity on skin testing as there often is in the seasonal variety, and rather less commonly in the perennial cases, hyposensitization should be attempted. At the same time all reasonable measures should be employed to ensure that as far as possible contact with the offending allergen or allergens be avoided.
The supervision of these patients is liable to be time consuming and is, therefore, best carried out in a clinic set aside for this purpose. The rhinologist and the physician allergist can then see the patient together at regular intervals to assess progress and, where necessary, to discuss alternative methods of treatment. It is my belief that closer liaison of this sort will yield improved results and probably a material reduction in the numbers of attendances required of each patient. When hyposensitization is ineffective the alternative methods of treatment commonly employed include the prescription of drugs of the antihistamine group which are certainly valuable in palliating some of the milder cases, particularly of the seasonal type. It is interesting that even when these drugs control the nasal symptoms they seldom afford relief of any co-existing asthma. Calcium may be prescribed with a view to reducing the permeability of the blood vessels and is often given in conjunction with parathyroid extract and acids. There is some doubt as to the efficacy of these drugs.
Cortisone and ACTH.-These hormones have come into use in certain centres, chiefly in America, for the control of allergic states. Although the precise method of action is still open to debate it is possible that they act by blocking or neutralizing the antigen-antibody reaction, thus lowering or abolishing the tissue hypersensitivity. Stewart and Kawa (1954) have recorded their experience with cortisone and ACTH in the treatment of 56 patients with nasal allergy, of whom 8 were also suffering from asthma. During the past four months at St. Bartholomew's Hospital we have been treating some cases of nasal allergy with cortisone given intramuscularly, using the dosage scheme and precautions advocated by Stewart and Kawa (Table IL) . These 9 cases represent patients who had failed to respond to other forms of treatment. It is only a short time since most of our small series were treated, and it is obviously unwise to attach any great significance to our figures. They do not as yet, however, show results which are comparable with those obtained in Edinburgh, but, as Stewart and Kawa point out, early improvement during treatment may be followed by a temporary relapse in spite of adequate maintenance doses. They term this the rebound phenomenon. Suspension of all treatment has been followed in some cases by gradual disappearance of the allergic symptoms, so that perhaps some of our at present disappointing results may be reversed when we are able to review a larger series after a longer period of time. It is noteworthy that those who obtain a reduction in their eosinophil count have a better clinical response. Out of Stewart and Kawa's 8 cases with asthma, 2 were free from symptoms, 4 were improved and 2 were failures. In the 2 cases with asthma in our series both have experienced improvement of their asthma and rhinitis up to date, although in 1 the relief of his asthma was not as immediate as the improvement of his nasal allergy.
Local treatment.-Cauterization of sensitive spots, which are usually to be found on the septal tubercles and front end of the inferior turbinates, is now less commonly employed than it used to be but still merits a trial in resistant cases. The cauterization should be light to avoid unnecessary destruction of tissue. It was claimed that cauterization of the nose altered the whole vasomotor tone of the body, thereby relieving the symptoms of nasal obstruction and rhinorrheea, but many believe t-hat the effect is largely psychological.
Zinc ionization.-Zinc ionization is a popular form of local treatment which rests on more scientific foundations. The precise nature of the effect produced on the mucous membrane by this treatment has been much debated and many regard the beneficial results as being simply due to the coagulant nature of zinc albuminate deposited in the surface of the mucosa. If the current is raised to 7 or even 10 mA some degree of galvanic burn may well occur, leading to destruction of the surface epithelium, and fibrosis. Formby (1943) Nasal polypi.-Nasal polypi are now universally regarded as the end-product of prolonged nasal cedema. The alteration in capillary permeability brought about by allergy in time leads to irreversible distension of the mucous membrane, particularly in the tunica propria. There are appreciable variations in the density of the tunica, it being particularly lax in the ethmoidal region where the relative narrowness of the nose encourages the downward protrusion of the swollen mucosa with the eventual formation of a polypus. Gravity and the pull backwards of the nasal secretions may also play a small part in their development (Polson, 1943) . Granted that a very considerable proportion of cases of asthma come into the allergic category it is not altogether surprising that nasal polypi feature quite often in their case histories. On referring to the records of 46 cases of asthma sent for a nasal opinion, I find that 11 (23 9 %) had polypi which were evident on clinical examination, of which 8 were of the simple or non-infected variety and 3 were complicated by infection of the nasal sinuses (Table IV) . These figures are not put forward as representative since they were cases of ast4ma specially selected by their physicians because of nasal symptoms. They show, however, that 1 in 4 in this series were suffering from nasal polypi.
The diagnosis of nasal polypi presents little difficulty. What is more in dispute is what or how much should be done when they are discovered in asthmatic patients. More than eighty years ago Voltolini (1871) reported the cure of asthma by removal of polypi, and even in modern times the request is occasionally made that one should "remove a polypus to cure the asthma". Polypi do not cause asthma being in general a response to the allergic state, but by giving rise to nasal obstruction and by interfering with the drainage from the sinuses, they may well aggravate the asthmatic attacks. It would seem, therefore, that the removal of obstructing polypi is indicated in spite of the alleged risk of initiating or aggravating the asthma. In non-infected polypi simple removal to clear the airway is all that is required, although this may well be combined with other measures, such as hyposensitization, antihistamine drugs or even ionization to reduce excessive mucosal sensitivity. Where recurrences are rapid ethmoidectomy may have to be carried out, preferably by the intranasal route to avoid opening and possibly infecting the other sinuses. Many of these cases present X-ray evidence of polypoid changes in the maxillary sinuses as well, but nearly all authorities agree that in the absence of naked-eye evidence of suppuration obtained by lavage or aspiration no operation on the antra should be carried out. A minority, however, still believe that the hyperplastic mucous membrane so often present in the sinuses in asthma should be radically removed. Grove (1951) reported relief of asthma in 69% of cases treated in this way. It is difficult for me to reconcile the rationale of this form of treatment with what is known of the histopathology of non-infected mucosal cedema. Where infection Results such as these show that many asthmatics do well with the simpler forms of opera--tions and that where possible these should be given a trial before resorting to majorexenterations.
Suppurative sinusitis. in infection of the nasal sinuses without changes in the mucosa suggestive of underlying allergy, asthma is a relatively rare complication. According to Rackenman and Weille (1939) there are three possible ways in which this type of sinusitismay provoke or aggravate asthma:
(1) Chronic irritation of the trachea and bronchi from the inhalation of infected nasal secretions. (2) Reflex bronchospasm from inflammation in the sinuses. (3) Bacterial sensitization and subsequent allergic reactions. The first would appear to be the most likely cause of the infective type of asthma referred to in Dr. Brockbank's paper. Exacerbations of tracheobronchitis secondary to suppuration in the nose may well act as the trigger which fires the asthmatic gun. Treatment of this kind of sinusitis is surgically more satisfactory than when there is an accompanying polyposis, and the outlook for asthma is correspondingly better as well. That this is not always so, however, has recently been brought home to me, as the following case history reveals:
In November 1953 1 was consulted by a male patient aged 61, who was complaining of longstanding nasal obstruction and discharge. This had materially worsened during the preceding eighteen months. He had also developed cough with occasional wheezing and shortness of breath, which had been ascribed to emphysema and bronchitis. Clinical examination revealed a badly deflected nasal septum, of which he was aware, but for which he had for many years declined the suggested surgical remedy. He had no discoloration of his mucous membranes, suggestive of allergy, and no polypi. X-ray of his nasal sinuses showed a fluid level in the left antrum, his remaining sinuses appearing quite normal. In view of his age and general condition an effort was made to clear up the infection by repeated antral lavage, supplemented by antibiotics. The suppuration, however, persisted, so in June 1954 a left antrostomy was performed, using the Caldwell-Luc approach. Three days later he developed severe bronchial asthma which has persisted with only short remissions up to the present time, although the antral discharge ceased within ten days of his operation and has not since recurred. This in my view was a case of potential asthma where the psychological upset of the operation brought on the attacks, in spite of the successful surgical result obtained. Notwithstanding occasional misfortunes of this nature I remain of the opinion that in asthma with suppurative sinusitis, which has resisted conservative handling, drainage and ventilation of the infected sinuses is much more likely to be beneficial than otherwise. Provided that there is co-operation between the physician, the surgeon and the anaesthetist, the simpler nasal operations on asthmatic patients need not be accompanied by any undue risk.
Deflected septum. suggest that the picture would be clearer if attention were paid to cephalic structures supplied by the trigeminal. In classical migraine, treatment of sinuses and teeth is rapidly followed by lasting relief. The nerve-supply of the meninges largely derives from the trigeminal, and the sensorium is frequently deceived as to the origin of impulses arriving via its several branches. While "migraine" means headache with scotoma, vomiting, &c., headaches associated with sinus and dental trouble are so diverse, with little resemblance to migraine at one end of the scale and merging with it at the other, that there is no clinical advantage in segregating the classical type. Examination of sinuses and teeth is facilitated by contrast-skiagraphy (Proetz, 1946; Russell, 1941 Russell, , 1944 Adams, 1943) which, in migraine, shows the existence of urticaria-like swellings of the sinus mucosa, which subside during the interval-periods. The first to draw attention to a relationship between sphenoiditis and migraine was Sluder (1918) .
The sinuses are not static cavities.-Contrast-radiography shows that the lining-membranes are, in certain conditions, highly dynamic. Numerous observations of affected sinus by this means show that mucosal thickening occurring without headache is static: but with headache, increases during the attacks, and gradually subsides. It is convenient to characterize mucous membrane exhibiting this capacity for altering its dimensions as "irritable". The writer observed per nasem the occlusion of an opening, made into the sphenoid some months previously, by a concentric swelling of its lining which recalled the action of the circular lens-shutter of a camera. Headache occurring in attacks is always associated with irritability of the mucosa; but swelling of the mucosa to a moderate degree has also been observed in patients free from headache, so that a factor other than rapid turgidity in the mucosa is necessary for the production of migraine. Distribution of irritability (Fig. 1) ,of the sphenoidal mucosa was constantly found. In migraine-type headaches without scotoma, swelling occurred in sinuses other than the sphenoid.
Visual symptoms.-The walls of the sinuses are permeable; it has also been shown (Clark, 1929 ) that a dye instilled into the noses of rabbits was found to have stained portions of the brain within one hour: picric acid (Smith, 1940) , used during the exenteration of the sphenoids, had stained the brain in a man who died after operation. Sluder (1912) showed that cocaine in the sphenoids paralysed the trigeminal. In some cases of sphenoiditis the symptoms were exactly those of migraine: the diagnosis was only made after radiography or biopsy. In 10 cases with headache and scotoma there was evidence of sinusitis. Allergy frequently accompanies sinusitis (Wolff, 1948) , the allergen usually being bacterial.
Case-histories suggest that local allergy is a legacy from inflammation (Russell, 1939) which has progressed part way towards resolution (Embleton, 1937) . This approach differs from the view that sinusitis is preceded by allergy; while allergy must indeed impair ventilation, &c., it is maintained that local allergy results from local inflammation (Freeman, 1929) .
Treatment.-There is rarely an indication for drainage operations, or for exenteration except where the condition is intractable. The immediate response to operation has been cessation of the headaches, in 5 cases freedom from symptoms for periods of 8, 17, 17, 11 and 14 years respectively. (It is not claimed that treatment upon the sinuses, operative or non-operative, is the approach of choice.) In cases in which there is irritability of the sinus-membrane without inflammation, treatment is "displacement" with normal saline and 0-5°0 ephedrine hydrochloride.
Dental sepsis.-In adults dental sepsis is a frequent factor, as in 7 of these cases. Maxillary skiagrams after the introduction of lipiodol show that the oil shadow is lifted from the bone by cedema of the mucosa over areas of osteitis (Russell and Wright, 1952 If it was proposed to remove adenoids in an asthmatic child or in a child with a family history of asthma or hay fever, the prognosis as far as nasal obstruction was concerned should be guarded.
All children should be trained to blow the nose before adenoidectomy was undertaken.
If they were unable to blow, the operation was doomed to failure. With the ability to blow the nose would come a clean and efficient airway, and operative treatment might no longer be found necessary.
Dr. Aston Key said that some of their cases in general practice were very difficult. He recalled one in which a room at the seaside was engaged by a daughter of the family, who, knowing of the mother's propensity to asthma, made the landlady promise that no dog should be allowed in the room. But the patient woke up next morning with terrible asthma, and the landlady admitted that five pekingese had slept on the eiderdown the previous night! Mr. Bedford Russell agreed with Dr. Brockbank that the removal of polypi might bring no material benefit so far as the asthma spasm was concerned. Nor did he advocate septal resection: if anything operative were considered, it should comprise removal of all the affected sinus mucosa by a sub-labial route; and this was very successful.
Dr. Jack Pepys re-emphasized the association of aspirin sensitivity with nasal polyposis and asthma. In almost 1,000 cases of allergic rhinitis, slightly more than 2%. were aspirin sensitive and females were commoner than males. In infants and children the possibility that allergic rhinitis was the cause of the obstruction of the upper airway rather than enlarged adenoids was shown by the relief of the nasal obstruction by allergic treatment or oral palliation, without any obvious change in the size of the adenoids on X-ray examination.
Lastly he pointed out that it was a pious hope to expect allergic treatment to be of more than limited practical assistance, until the theory and practice were adequately incorporated in under-and post-graduate teaching. From any point of view, the large number of postgraduates who returned from Britain, without any instruction in this aspect of medicine, was to be criticized.
The President (Professor Victor Lambert) said that he taught his students that no asthmatic should be allowed to suffer from any form of nasal obstruction which could be corrected.
He thought the reflex of Brodie and Dixon was a real entity, and that sometimes in reflex nasal asthma the attack could be broken by cocainizing the spheno-palatine ganglion or, perhaps more correctly, the spheno-palatine foramen. The trigger area of this reflex was in a posterior part of the nasal passage and might be excited by a spur on the septum pressing on the lateral nasal wall in this position or by a nasal polypus in the same area. The late Sir James Dundas-Grant thought that a large posterior end of the middle turbinate could act in the same way. Despite this, few experienced rhinologists approached nasal surgery with enthusiasm in the asthmatic patient though, of course, gross nasal sepsis might require surgical attention.
Dr. Brockbank said that in the presence of emphysema the ear, nose, and throat surgeon had to be all the more careful. Co-operation was very essential in all this treatment. With regard to spirometry, they had been doing spirograms of their cortisone cases, but regarded it as largely a waste of time. [March 4, 1955] A discussion was held on The Treatment of Bilateral Abductor Palsy, which was opened by Mr 
